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Om NO. 0938-0193 


State/Territory: MONTANA 

amount DURATION AND SCOPE OF SERVICES PROVIDED 
mEDICALLY NEEDY GROUP(S): 

The following ambulatory services areprovided. 

A l l  a m b u l a t o r ys e r v i c e sp r o v i d e dt ot h e  c a t e g o r i c a l l y  n e e d ya r ep r o v i d e d  
t o  t h e  m e d i c a l l y  n e e d y .  

*Description provided onattachment. 

effective Date /r/,/<7 
~ 

HCFA ID: 0140P/0102A 


i 



lion: HCFA-PM-91-4 (BPD) ATTACHMENT 3.1-B 
August 1991 Page 2 

'OMB NO. 0938-

State/Territory: Montana 

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): ALL MEDICALLY NEEDY 

1. Inpatient hospitalservices other than those provided in an 

institution for mental diseases. 


LqProvided //No limitations hTWith limitations* 


2.aOutpatient hospital services. 


/qProvided : //No limitations/x/With limitations* 

b.Rural health clinic services and other ambulatory
services 

furnished by a rural
health clinic which are otherwise coveredunder the 
plan. 

Lq Provided: //No limitations /x/With limitations* 

c. 	 Federallyqualified health center (FQHC) services and other ambulatory

services that are covered under the plan and furnished by an FQHC in 

accordance with section 4231 of the State Medicaid Manual (HCFA-Pub.45-4). 


&/ Provided: //No limitations h/With limitations* 

3. Other laboratory and X-ray services. 

h/ Provided: LT No limitations b/With limitations* 


4.aNursing facility services (other than services in an institution for 

mental diseases) for individuals 21 years of age or older. 


&/Provided: //No limitations h/With limitations* 


b.Early and periodicscreening, diagnostic and treatment services for 

individuals under 21 years of age, and treatment of
conditions found.* 


h/Provided 


c. Familyplanning services and supplies for individuals of 

childbearing 	 age. 


LXProvided: //No limitations b/With limitations* 


description provided on attachment. 


I.do. 92-03 \'>Supersedes Approval Date .&b Effective Date 1/1/92
TN No. 91-15 

HCFA ID: 7966E 




Revision:
HCFA-PM- 92-7 (MB)

October 1992 


ATTACHMENT 3.1-B 

Page 2a 

OMB NO: 


State/Territory: MONTANA 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP( 8 ): A l l  MedicallyNeedy 

5. a. Physicians'services,whetherfurnishedin the office, the 

Patient's 	 home, a hospital, a nursing facility,or 
elsewhere. 

Provided With limitations* 


b. 	 Medical and surgical Services furnished by a dentist (in 

accordance with section 1905(a)(5)(B)of the Act). 


Provided: -No limitations -x With limitations: 

*Description providedon attachment. 


TN No. Y3-14 

Supersedes Approval Date 3 1 \ sI ?  3 Effective Date 1-1-93 

TN No. 92-03 




-- 

Revision: (BERC) attachment 3.1-B
HCFA-PM-86-20 
SEPTEMBER 1986 Page 3 

OlIB lo. 0938-0193 

State/Territory: Montana 


mom, duration AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): A l l  medically Needy 

6. 	 Medical care and any other type of remedial care recognized under State 

law, furnished by licensed practitioners within the scope of their 

practice as defined by State law. 


a. 	 Podiatrists' Services 
-- Provided: / I  lo limitations -/F With limitations* 

b. 	 Optometrists' Services 
- -

Provided: / I  lo limitations /J Withlimitations* 

C. 	 Chiropractors' Services 
-

limitations*
// Provided: // lo limitations -/ With
I 

d. 	 Other Practitioners' Services 
-

/x/ Provided: // lo limitations ­- /x/ With limitations* 

7 .  Home Health Services 

by a
a. 	 Intermittent or part-time nursing service provided home health 

agency or by a registered nurse when
no home health agency exists in 

the area. 


-
/x/ Provided: // lo limitations 3 Withlimitations*-

b. Home health aide services provided by a home health agency.

--/FProvided: // Io limitations /T With limitations* 

C. 	 Medical supplies, equipment, and appliances suitable for use in the 

home. 


-
/x/ Provided: // lo limitations /k Withlimitations*-

d. Physical therapy, occupational therapy,
or speech pathology and 

audiology services provided by
a home healthagency

rehabilitation facility. 


- -
Provided: // Bo limitations 0 Wit 

*Description provided on attachment. 
HCFA I D?C)- region VI11 

rn lo. ~ / ~ l O I U ( #
Approval Date /!01/87Supersedes Date . .T; /a 9/f7 Effective 

TI Io. 85(1Q)03 
HCFA ID: 0140P/0102A 




L 
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I 

8 .  

9. 

10. 

11. 

a. 

b. 

C .  

12. 

a. 

b. 

OMB NO. 0938-0193 

State/Terr i tory:  M o w 

amount DURATION MID SCOPE OF SERVICES PROVIDED 
MEDICALLY needy GROUP(S): A1 1 Medical I V  Needy 

Private duty nursing services. 

/x/ Provided: ' -

Dental services. 

/x/ Provided:-

Physical therapy 

Physicaltherapy. 

/x/ Provided:-

-
// too l imi t a t ions  

-
// too limitations 

and r e l a t ed  services. 

-
// too l imi t a t ions  

Occupationaltherapy.
-
3 Provided: / I  no l imi ta t ions  

-
a/ 


-

/J/ 

-
u/ 


With l imi ta t ions*  

With l imi ta t ions*  

withl imitat ions* 

With l imi ta t ions*  

andlanguagedisorders 
o r  audiologis t  

-
/x/ Provided: // no l imi t a t ions  With l imitat ions*-

Prescr ibed drugs,  dentures  and prosthet ic  devicor;  and eyeglasses
prescr ibed by a physician skilled i n  d i s e a s e s  of tho eye or by an 
optometrist .  

Services  for  individuals  with speech,  hear ing,
provided by or under supervision of a speech pathologist 

*Description provided on attachment. 

- / - - / -

SupersedesApproval 
TH l o .  8 7 ( 1 0 ) @ 0  

Date 3 /22./k-'7 Effect ive Date / /01/87
Im-Mo. 85(10)03 

HCFA I D :  0140P/0102A 
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OKE NO. 0938-0193 


State/Territory: Montana 


amount DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDYGROUP(S): All Medically Needy 

c. 	 Prosthetic devices. 
-

/x/ Provided: L/ No limitations Ly With limitations*-
d. 	 Eyeglasses. 

- ­. -/w Provided: // No limitations /J With limitations* 

13. 	 Other diagnostic, screening, preventive, and rehabilitative services, 

i.e., other than those provided elsewhere in this plan. 


a. Diagnostic services. 

-

/x/ Provided: L/-
b. Screening services. 


-
/x/ Provided: L/-

c. Preventive services. 

-

/x/ Provided: //-

-

No limitations /J With limitations* 

-

No limitations /J With limitations* 

-
No limitations /J/ With limitations* 

d. 	 Rehabilitative services. 
- ­

/x/ Provided: L/ No limitations a/ With limitations*-

14. Services for individuals age 65 or older in institutions for mental 


TN No. 87(10)06 

Supersedes Approval Date ?/gJ/$y Effective Date . 1/01/87 

TN No. 85(10)03 


HCFA ID: 0140P/0102A 




state/territory Montana 
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Sta t e /Te r r i t o ry :  MONTANA 
AMOUNT, duration and SCOPE OF SERVICES PROVIDED 

MEDICALLY NEEDY groups A1 1 medical I VI needyd 

19. Case management services andtube rcu los i sr e l a t ed  services 

a.Case management s e r v i c e s  as def inedin ,and  t o  t h e  group specified i n ,
Supplement 1 t o  attachment 3.1-A ( in  accordance  wi th  Sec t ion  1905(a) (19)  
or sec t ion1915(g)  of the Act). 

X Provided: - With l i m i t a t i o n s  

- Not provided. 

b. S p e c i a lt u b e r c u l o s i s  (TS)  r e l a t e d  services undersec t ion1902(z) (Z)(F)of  
t h e  A c t .  

- Provided: - With l i m i t a t i o n s  

-x Not provided. 

2 0 .  Extendedservicesforpregnant  women 

a. Pregnancy-relatedandpostpar tumservicesfor  a 60-day p e r i o da f t e rt h e  
pregnancy ends and for  any remaining days in  the month i n  which t h e  6 0 t h  
d a y  f a l l s .  

+ ++ . .
1( Provided: - Addit ional  ...:.... coverage ...... 

. . .  . . .. ... . .. .b. Se rv icesfo ranyo the rmed ica lcond i t ionstha t  may ..'. ,. . .  
complicate

+
pregnancy. 

++ . . . .  . .: .. . . .  
4 Provided: - Addit ional  . .  :..:.:. 

coverage - Not provided.  ...... .  
I. -:.:.. .  

21. C e r t i f i e dp e d i a t r i c  or f a m i l yn u r s ep r a c t i t i o n e r s 's e r v i c e s .  . . - . .  

2 Provided: - No l i m i t a t i o n s  -X Withl imi ta t ions*  

- Not provided. 

+ Attached is a l is t  of major  i n p a t i e n tca tegor ies  of services ( e . g . ,
h o s p i t a l ,p h y s i c i a n  etc.) andlimitation8onthem, i f  a n y ,t h a ta r e  
ava i l ab le  a s  p regnancy- re l a t ed  se rv ices  or s e r v i c e s  for any  o the r  medical . . ........c o n d i t i o n  t h a t  may complicate pregnancy. .: .'. ......... . . .......... . . .++ Attached is a d e s c r i p t i o n  of i n c r e a s e r  i n  c o v e r e d  .......s e r v i c e s  beyond .......'..l i m i t a t i o n 8f o r  a11 groups descr ibed  i n  this  and/or  

. . .at tachment  any
a d d i t i o n a l  s e r v i c e s  p r o v i d e d  t o  pregnant  women only.  

. .  . _  . .  
. .*Descr ip t ion  provided  on  attachment. 

' .  .. .. .  
. .. . .  , . .  . .  . .TN NO. 94-17 . .

SupersedesApproval Date lOlod4k e f f e c t i v e  Data . 10/1/94 . .  

TN NO. 92- .03 . .  ' 
' - .. .  

... 



-. 
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OMB lo. 09384193 

22. 

a/not provided 

23. 	 Any other medical care and any other typo of M i a 1  taro recognized
under Stat. law, specified by tho secretary 

8 .  t ranspor ta t ion-	 ­
provided L/ lo l imitat ions @ with limitations* 

b. Services of Christian science nurses. - ­-/ / provided L/ lo l i d t a t i o n s  /y with limitations* -

C .  care and services provided in  Chr is t ian  science sani tor ia .  - - ­-/ / provided L/ lo l imitat ions // with limitations* 

d.  s k i l l e d  n u n i n 8  f a c i l i t y  services provided for  pa t ien ts  under 21 y o u s  
O f  	880. - ­-/x/ provided L/ lo l imitat ions &T with limitations* 

0 .  emergency hospital  services - - ­-/x/ provided / I  k l imitat ions &/ with limitations* 

f. 


N lo. 
hcfa ID: 1042P/0016P 
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State/Territory: montana 
amount DURATION, Ah3 SCOPE OF S E R V I C E SP R O V I D E D  
MEDICALLY NEEDY GROUP (S): 

2 4 .  	 Home and Community Care for Functionally Disabled Elderly Individuals,as 
defined described and limited in Supplement 2 to Attachment 3 .1 -A ,  and 
appedndices A - G  to Supplement 2 to Attachment 3 . 1 - A .  

- Provided -)c Not Provided 

2 5 .  	 Personal care services furnished to an individual who is n o t  an inpatient 
or resident of a hospital, nursing facility, intermediate care facilityfor 
the mentally retarded, or institution for mental disease that are (A)
authorized for t he  individual bya physician in accordance witha plan of 
treatment, (E) provided by an individual who is qualified to provide such 
services and w h o  is no t  a member of the individual's family, and (C)
f u r n i s h e d  in a home. 

Provided : - State *proved (Not Physician) Service P l a n  Allowed 

__ Services Outside thehome Also  Allowed 

-$+limitations described attachment 

- Not provided. 

supersedes approval Date / a \ l ~ ~ / C i 5  


